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aspects, ought to make himself practically familiar with the 
various different modes of operating on it which have proved 
successful, and more especially with a mode which is both easy 
and harmless. 


LAPAROTOMY FOR INFLAMMATION OF THE VER¬ 
MIFORM APPENDIX WITH ULCERATIVE 
PERFORATION, FOLLOWED BY 
RECOVERY. 

By ARCHIBALD DIXON, M. D., 

OF HENDERSON, KY. 

O N January 23,1888, P.H.B., a lawyer, set. 35, consulted me 
for pain in the lower portion of the abdomen, accentuated 
over the csecal region. Palpation revealed a fulness with slight 
induration over the colon,but no tumor, and as there had been 
constipation, more or less pronounced, for some time previ¬ 
ously, partial impaction was diagnosticated. Hot fomentations, 
castor oil and large enemata were prescribed, with improve¬ 
ment so marked that, on the 27th the patient was dismissed, 
with a special injunction to remain quiet until all trace of ten¬ 
derness in the iliac region had disappeared. On February I, 
four days later, I was again called and found the previous symp¬ 
toms aggravated—patient had been up and walking about— 
there was tenderness over the caecum; with induration not spe¬ 
cially marked, pain radiating over right side of abdomen. Tem¬ 
perature, 99 0 . Perityphlitis was undoubtedly present. Hot 
fomentations were again ordered. Iodine as a counter-irritant, 
was applied, and as the bowels had been freely moved, mor¬ 
phia, '/ 3 gr. was given hypodermatically and ordered to be 
continued sufficiently often to control pain and promote quiet. 
Diet to consist of milk. The succeeding five or six days were 
marked by no special change in the condition of things, save 
that the induration had increased to some extent, as had also 
the tenderness. Temperature, ioo°. There was dorsal de¬ 
cubitus with flexion of the right thigh, fluctuation could not 
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be made out, nor did rectal examination reveal any induration 
on the right side of the floor of the pelvis, although an abnor¬ 
mal tenderness was manifest; bowels had moved once or 
twice without the aid of enema or cathartic. During my visit 
on the 7th, the patient complained of being chilly, and stated 
that he had had one or two slight rigors the night before. 
Temperature was still, however, not above ioo°, and the pain 
and tenderness had rather decreased. Quinia, in 5 grain doses 
was ordered night and morning. 

The morning of the 10th, found my patient nervous: there 
was increased tenderness in the iliac region, the tenderness ex¬ 
tending over the belly nearly as high as the umbilicus, but 
confined to the right side. Severe pain extended down the 
cord into the right testicle. Temperature 102°, tongue covered 
with brownish coating, breath bad and an anxious counte¬ 
nance. Fluctuation could not be made out by palpation: in 
fact the tenderness was so marked that very little effort could 
be made in that direction. There was distinct induration in 
the right floor of the pelvis, as ascertained by rectal examina¬ 
tion, but no fluctuation. Vesical irritation was present with 
slight tenesmus, there being frequent calls to empty the bladder 
with increased quantity of urine. I explained to the patient 
that there was, in all probability, an abscess too deep for fluc¬ 
tuation to be made out. The danger of his condition was laid 
before him, and the importance of surgical interference for his 
relief dwelt upon. Being a very intelligent man he readily 
comprehended the situation, and consented that an operation 
be done. The afternoon of the same day, under the usual an¬ 
tiseptic precautions, abdominal section was made. An abscess 
extending deep down into the fossa and behind the caecum 
was reached. When the abscess wall was incised there was an 
escape of foul gas followed by about a pint or more of feculent 
pus with a strong fecal odor. The cavity was irrigated with a 
1 in 1000 sublimate solution and sponged out: the appendix 
was found with an ulcerative perforation about an inch and a 
half from the colon. Following the plan advised by Greig 
Smith, Abdom. Surg., p. 443, the appendix was ligated with 
catgut close to the caecum, drawn just tight enough for occlu¬ 
sion and the ulcerated portion cut off. The cut end was washed 
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in a sublimate solution, and the serous coat brought over the 
mucous coat by fine catgut Lembert sutures. Iodoform was 
dusted over the abscess cavity after again sponging it out. The 
abdominal wound was then closed around a large drainage 
tube, the whole being covered by sublimate gauze. 

The patient came from under the influence of choroform 
with but little evidence of shock: hemorrhage had been slight 
and was easily controlled by forcipressure. Half a grain of 
morphia was given hypodermatically which induced sleep, and 
six hours later I found my patient, as he expressed it, feeling 
a hundred per cent better in every way, he had taken a milk 
toddy and his temperature was 99 0 . The abscess cavity was 
irrigated daily with a sublimate solution through the tube, 
which was removed on the 17th, seven days after the opera¬ 
tion. Convalescence was uninterrupted, and the patient dis¬ 
charged on the 23d, abdominal wound almost entirely closed. 

Remarks. 

The foregoing case certainly was very different in its symptoms, 
course, etc., from what I had been taught in regard to inflam¬ 
mation, ulceration, and perforation of the appendix vermifor- 
mis, and this has led me to ask : Are not the majority of cases 
of perityphlitis either due to, or accompanied by, appendicitis 
either simple, catarrhal, or ulcerative ? Previous to this three 
cases have fallen under my observation, which had been diag¬ 
nosticated as perityphlitis, each accompanied by tumor, pain 
and tenderness in the iliac region, all terminating fatally, one 
from septic fever, after operation, the other two from general 
peritonitis from rupture of abscess sac into the peritoneal cav¬ 
ity. In the first case death took place twenty-one days after 
operation (before the days of antisepsis); the second case four¬ 
teen days from the beginning of the attack, and the third sev¬ 
enteen days after, both having refused operation. In each of 
these cases autopsy showed that ulceration and perforation 
had taken place in the appendix. In the case under consider¬ 
ation the diagnosis of faecal impaction was first made, and un¬ 
doubtedly there was impaction, which was relieved by large 
enemas and catharsis and, had the patient obeyed orders as to 
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maintaining perfect quiet until all trace of tenderness over the 
csecum had subsided, he might perhaps have escaped the trou¬ 
ble which followed. 

The symptoms in the case at no time pointed towards per¬ 
foration of the appendix, unless the sharp pain extending from 
the abdomen down the cord into the right testicle, which be¬ 
gan on the day before the operation, and a frequent desire to 
urinate may have indicated it. Pain from the first was not se¬ 
vere, there was no nausea or vomiting, no evidence of collapse, 
and the elevation of temperature at no time exceeded 102°. It 
is true there was present, at times, extreme tenderness on pal¬ 
pation, dorsal decubitus with the right thigh flexed, con¬ 
stipation with a feeling of fulness and induration, all of which 
are present in peri-caecal cellulitis, and appendicitis was not 
suspected until the operation revealed it. 

I am further supported in this view by Dr. Robert F. Weir, 
who, in a recent letter to the Medical News, speaking of the 
views of Dr. Pepper, as expressed before the Philadelphia 
County Medical Society, in the discussion on pericaecal 
inflammation, says: “With such cases Dr. Pepper fur¬ 
ther remarks considerable impaction of feces exists, and in 
so far he is in accord with Kraussold, who considers such in¬ 
flammation rarely, if ever, to progress to suppuration unless a 
perforation exists. And this is the view that the surgical pro¬ 
fession is gradually but strongly leaning to. It is supported 
in this tendency by ever increasing evidence, showing more 
and more clearly the rarity of caecal perforations and the fre¬ 
quency of appendicitis, simple or perforative, as the origin of 
abscesses occurring in the right iliac fossa. Even in the slowly 
progressing forms of suppuration, such as are described by 
several of the gentlemen participating in the discussion alluded 
to above, it can be proved by a glance at the series of ioo 
cases of perityphlitic abscesses undergoing operation, that were 
diligently collected by Dr. Noyes in 1882, 1 that a majority of 
these distinctly gave proof of their cause being a perforated 
intestine. Out of the total IOO cases, in 40 were recognized 
faeces, faecal concretions or foreign bodies originally lodged in 
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the intestine, and in 14 others gas in marked quantities was 
observed, while in 45 only pus was seen in various stages of 
foulness. Matterstock, likewise, in 146 cases of perityphlitic 
abscesses found faecal concretions 63 times. Dr. Weir further 
says: “Such testimony is corroborated largely by everyone 
who has frequently operated for perityphlitic abscesses and in¬ 
dividually, I have felt it a strong argument in favor of an early 
surgical interference in these cases, believing, as I do, that a 
perforated appendix is generally the starting place of the ab¬ 
scess. The latter may take place outside of the peritoneum by 
adhesion of the appendix, formed with the parietal peritoneum 
then, or at a previous slight attack of appendicitis, or it can 
occur among the adjacent intestines matted together by pro¬ 
tective limiting adhesions, thus giving rise to a veritable intra- 
peritoneal abscess scarcely to be distinguished from the for¬ 
mer, or finally, the fecal extravasation may spread widely and 
beget a fulminating general peritonitis.” 

The question of treatment in peri-typhlitis, typhlitis and 
para-typhlitis is one of exceeding interest, and upon it may 
depend the life or death of the patient. In cases of fecal im¬ 
paction in the ctecal region—the most favorite seat—there can 
be no question as to the propriety of using large enemata of 
warm water, glycerine, castor oil, etc., and the internal admin¬ 
istration of cathartics, the best being, perhaps, castor oil. In 
peri-caecal cellulitis, notwithstanding the advocacy of salines 
to prevent (?) peritonitis, nothing has succeeded so well in 
my hands as perfect rest both of body and mind, which im¬ 
plies an absolute avoidance of cathartics, the hypodermatic 
use of morphia, counter-irritation and the application of heat 
or cold in the shape of fomentations, etc., and the ice-bag. 
Under this treatment with an occasional mercurial a number 
of cases under my care have terminated in resolution and re¬ 
covery. If resolution does not take place, if the febrile condi¬ 
tion remains and the pain and induration extend, operation is 
imperative. No other course is left open save to take the 
chances of the abscess becoming encysted, or of its rupturing 
into some channel other than the peritoneal cavity. The use 
of the exploring needle for the diagnosis of pus I cannot think 
good surgery. There are usually symptoms present which 
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point directly to the formation of pus, rigors, increased eleva¬ 
tion of temperature, anxious countenance, etc.; and if the as¬ 
pirating needle fail to find pus, there can be no certainty that 
it does not exist, either behind the caecum or deep down in 
the pelvic cavity. Moreover, it is an unsafe procedure from an 
antiseptic standpoint, it being an extremely difficult matter to 
render an exploring needle aseptic. Exploratory incision is 
to my mind a much better and safer method : it does not preju¬ 
dice the case, and if pus is not found and still be present, it 
will almost certainly, following the course of least resistance, 
make its way to the opening and be discharged externally. In 
perityphlitis rectal examination is often barren of results, but 
in typhlitis and para-typhlitis, it is of perhaps more value than 
any one other diagnostic procedure, for here the induration 
and tumefaction is deep down, extending into the floor of the 
pelvis on the right side, where it can usually be made out, and 
when found, points unerringly to surgical interference. In 
cases of appendicitis, csecitis, with perforation followed by a 
fulminant general peritonitis, operation is demanded at once; 
there can be no other hope, and slight as it is, the patient 
should be given the benefit of it. In regard to the treatment 
of the perforated appendix after abdominal section, I fully 
agree with Greig Smith that it is a waste of time to try to 
close the perforation; the simplest, quickest, and saiest plan 
is, obviously, removal of the useless and dangerous appendix. 

I am indebted to Dr. John Young Brown for valuable as¬ 
sistance. 



